
STANDARD PRACTICE 

To establish uniform procedures for staff to follow when assisting consumers to apply for 

NOTE - Case Manager as it is used in this protocol may refer to Clinicians, Social Workers, 
Mental Health Specialist, Financial Interviewers, Eligibility Workers and Clerical Support 
Staff. It is expected that case management team members will work collaboratively to assist 
eligible consumers in applying for financial benefits. 

All consumers without financial means are to be assisted in applying for financial benefits, 
specifically Medi-Cal or Supplemental Security Insurance (SSI), and these efforts are to be 
documented in the consumer's chart and related support documents, i.e. the Medical 
Eligibility Tracking Form. This assistance is to be provided from initial application through 
disposition. Consumer Case is to remain open until eligibility is determined. 

111. Responsibility 

A. Fee For Sewice (FFS) Hospitals - Compliance Unit will fax the regions the 24- 
hour notice to notify staffiregions of an admission to a FFS hospital. Indigent 
Admission Notification Form will also be sent for indigent clients. 

B. Arrowhead Regional Medical Center (ARMC) is to provid DBH with a daily 
roster of admissions. 

NOTE - If case is not already assigned to a DBH clinic the Hospital Aftercare case 
manager will be responsible for assisting consumer apply for assistance. If there is 
an open case, the case manager from the assigned clinic will be responsible for 
assisting the consumer apply for assistance 

IV General Procedure Overview 

A. All consumers identified to be without financial means or otherwise indigent, 
andlor has chosen to receive assistance ffom DBH - as indicated in part 2 of 
the Clinical Assessment (Resource Needs) Form, shall be assessed for potential 
eligibility for Medi-cal or Supplemental Security Income (SSI) (See 
Attachment 1 ). 
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B Case managers will complete the Indzgent Admrssron Trackrng Form (See 
Attachment 2 )  for targeted consumers. Whenever possible this form is to be 
completed prior to the consumers' discharge from the hospital and not later than the 
case managers' initial consumer contact after discharge. NOTE - A response must 
be submitted to the Compliance Unit by the due date indicated on the tracking form 
for FFS admitted consumers. 

1 .  Medi-Cal Eligibility - If any responses on the Indlgent Aclmission 
Questronnazre are yes the consumer is considered immediately eligible for 
Medi-Cal and may be eligible for SSI. DBH Case managers are to assist 
consumers in applylng for Medi-Cal benefits, as their abilities and needs 
dictate. See Medi-Cal Application Process in Section IV. 

2. SSI  Eligibility - If all the responses on the Indrgent Admzssion Questronnazre are 
no the consumer may be eligible for SSI. DBH Case managers are to assist 
consumers in applying for SSI benefits, as their abilities and needs dictate. See 
Supplemental Security Income (SSI) Application Process in Section V. 

C Case mangers will complete and have the consumer sign an Authorization to 
Release Confidential Information Form (See Attachment 3). NOTE - A separate 
form must be completed and signed for each agency the case manager will need to 
comnlunicate and exchange information with. Case managers are to ensure that the 
most current verszon of the form is used 

V. Medi-Cal Application Process 

Applying for Medi-Cal benefits, dealing with an often-busy TAD office and an abundant 
amount of paperwork can be an overwhelming process for a consumer. The case managers 
presence and guidance will serve to reduce the anxiety for the consumer and facilitate a more 
positive expenence. 

STEP 1 - DBH Case managers are to assist client in applying for the Medi-Cal benefits, as 
the client's abilities and needs dictate. This may include: 

Making the consumer's appointment at the appropriate Transitional Assistance 
Department (TAD) office (This appozntment should be made wlthin 10 working 
days followrng znztial clrent contact 

Transporting the consumer to the TAD office and remaining with them through 
the interview. (NOTE - At the tzme of the appozntment consumer should brrng 
thew ID and Social Securzty Card. Case Managers should ID themselves and 
request a private room for the zntewiew process) 

Assisting the consumer complete the application packet. This process typically 
takes 30 minutes. 
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Assisting the consumer in obtaining additional support documentation to process 
the Medi-Cal application by the deadline established by the TAD Eligibility 
Worker (EW), typically 10 days. 
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STEP 2 - DBH Case managers are to immediately notify the Financial Interviewers Office 
that a consumer has applied for Medi-Cal and request that the financial status 
code be updated. The Financial Interviewer will do follow-up with the consumer 
within 45 days of notification. 

For FFS Adlnlsslons ONLY - The compliance unlt needs to be notiJied when a consumer 
has appl~ed for Meclz-Cal and once the Medz-Cal benefit has been approved/denzed.lf 
denled, state the reason for denlal 

STEP 3 - Case manager is to document all benefit application assistance provided to the 
consumer in the interdisciplinary notes and file in the consumer case file, report 
logs, along with other required episode documents, including signed consents 

VI. Supplemental Security Income Application Process 

Applying for SSI benefits can be a lengthy process as detailed in the procedures below. The 
case managers continual proactive involvement in ensunng that the consumer has complied 
with all necessary steps is an integral part of a successful application process, up to and 
including the appeal process. 

STEP 1 - DBH Case managers are to assist clients in applying for the SSI, as the 
client's abilities and needs dictate. This may include: 

Making the consumer's appointment. Ideally, the appointment should be 
made when the consumer is present, as the SSI staff may want to speak to 
the consumer or conduct a telephone interview. Call the SSI office at 1- 
800-772-1213. (Thw appolntment should be nzade immediutely following 
completzon of the questzonnarre. The date of the call is important because 
the appllcatzon u activated the month after the consumerfiles for benefits 
Thzs actzvatzon date 1s important because it zs the date wh~ch retroactive 
benefits are calculated.) 

Transporting the consumer to the Social Security Office and remaining with 
them through the interview. (ID yourself to the SSI staff.) 
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Assisting the consumer complete the SSI Disability Questionnaire. (See 
Attachment 4A/B). This form must be completed as thoroughly and accurately 
as possible. (NOTE - This can be completed prior to the interview. Incomplete 
documents will not be accepted. The intewlew can take up to two hours) 

If available, the Case manager may also submit the consumer's psych-social to 
the SSI staff in a sealed envelope at the time of the interview. 

STEP 2 - DBH Case managers are to immediately notify the Financial Interviewers Office 
that a consumer has applied for SSI and request that the financial status code be 
updated. The Financial Interviewer will do a follow-up with the consumer within 
six-months and periodically thereafter. 

STEP 3 - Case manager is to document all benefit application assistance provided to the 
consumer in the interdisciplinary notes and file in the consumer case file, along 
with other required episode documents, including signed consents. 

Tyl~ically il ~ukcs  ifze jour to slx rnonl1z.s for an lrzitirrl re.\poi.tse from the Socirri SL'CL~I-IIJ: 
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STEP 4 - If the initial SSI application is denied and the case is open the assigned clinic case 
manager will continue to assist the consumer obtain SSI benefits by assisting the 
consumer to file a reconsideration application. This request for 
reconsideration must be filed within 60 days of the denial notice date (See 
Attachment S).Assist the consumer in completing the Reconsideration for 
Reconsideration SSA-561-U2 and Reconsideration Disability Report 
SSA -3341-56 (See Attachment 6 )  and hand deliver it to the appropnate Social 
Secunty Office. The benefit application assistance is to be documented in the 
case notes as appropnate. 7'lt1sr.c~consrclercrl1on proccss ccin iukc up to  18 
irlonrl~s 

STEP 5 - If the reconsideration is denied the case manager will refer the consumer's 
SSI case to the DBH SSI legal advocate via the DBH SSI Liaison for 
further consideration. See SSI Denial Advocacy Process in Section VI. 

VII. SSI Denial Advocacy Process 

If the SSI application is denied afier reconsideration the case manager will work with the 
DBH SSI Advocate and assist the consumer to appeal the decision. This request must be 
filed within 60 days of the reconsideration denial notice date. 

STEP 1 - Upon notice of the reconsideration denial case managers are to assist consumers 
in appealing the decision. 
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Wlthiil 10-days, the case manager will notify the DBH SSI Lialson that a consumer 
is to be referred to the SSI Legal Advocate. The DBH liaison will serve as the 
initial point of contact with the advocate, provide on- going assistance and 
continually track the status of the consumer's application until disposition. 

The case manager will complete the SSI Advocate Referral Form (See Attachment 
7) and forward to the DBH SSI Liaison along with the following documents: 

P Signed Release of Information 
"r Copy of the SSI Reconsiderat~on Denial Letter 
> For consumers zn board and care placement only, attach a completed SSP 14 

(Attachnzent8) 

The case manager will document the referral to the legal advocate on the 17 D Log. 

STEP 2 - The DBH SSI Liaison shall forward the documents to the SSI Legal Advocate 
and schedule an interview for the consumer with Inland Counties Legal Service 
at the appropriate office in the region. The DBH SSI Liaison will notify the case 
manager of the appointment. 

STEP 3 - The case manager shall transport and/or accompany consumer to initial 
assessment interview. 

STEP 4 -The SSI Advocate shall return completed copies of the referral form to the DBH 
SSI Liaison for distribution. The SSI Advocate will submit monthly reports of 
consumers SSI benefit case status to DBH. The case manager will keep in 
communications with the advocate and the liaison regarding relevant changes that 
may impact the case. In all cases case managers are to maintain: 

Conzmunzcation wzth Advocate and the DBH SSI Lzulson 
Provzde approprzate and relevant znformatzon zn a tzmely fashzon as requested 
Follow-up wzth consumer and advocate as appropnute 

When SSI application is approved the case manager will request that Medi-Cal be retro 
active and notify all relevant parties which may include case management team members, 
including the financial interviewer, and the buslness office. The case manager will narrate 
results in the case management file. The consumers DBH case file will remain open until 
disposition. (See Attachment 9) 



SBM 6-3.11 ATTACHMENT 1 
I-OFFICE 4-HOME SSATELLITE 6-SCHOOL 2-OTHER FIELD (ADD CODE 3 IF NON-FACE-TO-FACE) (LOC IS I IF NOTSPECIFIED) 

DATE: BILLING TIME: LOCATION: SERVICE TYPE: qSSESSMENT 

ALL ITEMS BELOW MUST BE COMPLETED (EVEN WITH NIA OR "NOT AVAILABLE"). TBE ASSESSMENT 
SHOULD ILLUSTRATE ALL MEDICAL NECESSITY PRESENT AND PROVIDE TIIE BASIS FOR THE DSM-4 
DIAGNOSIS. 

PART 2 of 3 (completed by LPHA or non-LPHA) 

RESOURCE NEEDS (appropriate to client's desires and culture) 

INCOME: No need Describe need and recommendation/plan: 

Client declines help at this time 

FOOD: No need Describe need and recommendationlplan: 

-- - - 

Client declines help at this time 

HOUSING: No need Describe need and recommendationlplan: 

Client declines help at this time 

EDUCATION: No need Describe need and recommendationlplan: 

Client declines help at this time 

WOWOLUNTEER WORWPREPARATION FOR WORK: No need Describe need and recommendationlp1an:- 

client declines help at this time 

CHILDCARE: No need Describe need and recomrnendation/plan: 

C] Client declines help at this time 

TRANSPORTATION: No need Describe need and recornmendation/plan: 

Client declines help at this time 

LEGAL ADVICE: No need Describe need and recommendation/plan: 

Client declines help at this time 

IMMIGRATION ASSISTANCE: No need Describe need and recommendationlplan: 

Client declines help at this time 

OTHER: No need Describe need and recommendationlplan: 

Client declines help at this time 

DatelProvider Signatureprinted Name DatelClient Signature, if possible 

CLINICAL ASSESSMEIVT (PART 2 of 3) NAME: 
County of San Bernardino 

DEPT. OF BEHAVIORAL EEALTH CHART NO.: 
Confidential Pt. Information 

Sec W&I Code 5328 DOB: I 

PRO GRAM: 



INDIGENT ADMISSION NOTIFICATION A l ' i ~ ~ T  2 
TRACKING/STATUS FORM SPM 6-3.11 

# 

4 .. 
THIS IS TO INFORM YOU THAT AN INDIGENT CONSUMER 
HAS BEEN HOSPITALIZED IN YOUR REGION AND REQUIRES 
YOUR IMMIEDLATE A'ITENTION AND FOLLOWUP 

Consumer Name: Tohn Doe Date Faxed to Region 10/25/02 

Social Security Number: 000-00-0000 DOB: 00/00 /0000 

Hospital: C Admit Date: 10/24/02 

The Regional Hospital Aftercare case manager is to answer the 
following questions no later than 11/03/02 (Within 10 davs from date of 
admission) 

If response to any of the folloaing questions is yes, tbe RegionaI case manager is 
responsible to ensure that a Medi-Cal appliation is taken and foliowed up on this 
c0nsLllllef. 

Is the consumer pregnant? Yes No 

Over 65 years of age? Yes No 

Legally blind? Yes No 

Under 21 years of age? Yes No 
If yes, is consumer married and living with parent(s)? Yes C] No 

Is consumer in United States as a refugee? Yes No 

Does doctor expect the consumer's illness/injury to keep them from any kind of 
employment for more than 1 year? Yes No 

Does consumer have a child under 21 years of age in their home? Yes No 

Date Medi-Cal application taken 

TAD caseworker name and phone number 

DBH case manager name and phone number 

Fax completed form to the Compliance Urut (909) 387-7041 by % && d &A 



County of San Bernardino 
DEPARTMENT OF BEHAVIORAL HEALTH SPM 6-3.11 

AUTHORIZATION TO RELEASE CONFIDENTIAL INFORMATION 

1 1  - - 
Print Client's Name Date of Birth Social Security Number 

I AUTHORIZE: 
Name of Facility or Provider 

to release information obtained durhg the course of contact with your facility to: 

Facility Name Person To Receive Information (required) 

-- - - 

Address TO Which Records Are To Be Sent Street, Suite City State Zip Code 

The disclosure of records authorized herein is required for the following specific purpose (required for DBH 
release of information only): 

The following specific twes of information are requested for the above Dumose: 
Such disclosure shall be limited to the minimum specific types of information that pertain to the purpose 
of this authorization. 

C] Diagnosis Prognosis Medication C] Side Effects of Meds Rx C] Dates of Treatment 
C] Evaluation/Assessment Lab Reports 0 Medical History-Evaluations 

a OTHER: Please specify "other" information and the specific purpose for which it is needed: 

a An additional AUTHORIZATION must be obtained for any other transfer or disclosure of information. 
This Authorization is subject to cancellation by the undersigned at any time except to the extent that action 
already has been taken. Cancellation of this authorization must be in writing to the treating professional. 
This action will not aff't your right to further treatment or your right to fbture treatment. 
If not earlier cancelled, this authorization shall terminate 90 days fkom date the authorization is signed, or: 

On completion of this request One year or end of treatment, whichever comes first. 

I understand that I have a right to receive a copy of this authorization if I so request. 
I understand that the information disclosed by this authorization may be re-disclosed by the facility 
receiving it and may not be further protected. 

DATE: WITNESS: 
Staff witnessing signature will sign as witness 

Signed: * 
* If signed by other than client, indicate relationship 

Note: Parents must have legal custodv. Legal guardians and conservators must show proofi 

CONFIDENTIAL CLIENT INFORMATION 

Physician or licensed Clinician in charge of the 
patient will sign if approval is needed under 
the Lantennan-Petris-Short Act. 

California W & I Code Section 5328 
Federal Regulation 42 Code, part 2 
HIPAA Federal Regulation 45 Code, part 2 

BLUE revised 4/25/03 D60kelease403 



Things We Need to Know When You Are Filing For 
Disabilitv 

.* 

In order for us to decide whether or not you are eligible to receive disability 
payments fiom the Social Security Administration you need to provide us 
with as much information as is available about your disability and any care 
or treatment you have received. You do not need to ask doctors or 
hospitals for any medical records that you do not already have. With 
your permission, we will do that for you. You may file an application even 
if you do not have all of this information. We will assist you in obtaining 
any information that you do not have. If you wait to file, you may lose 
benefits. Please complete both sides of this form. 

Who Has Your Medical Records? - - * 

Name of Doctor, Hospital or Clinic Address 
Telephone Number ~h&o/clinic # 
Dates of Visits The Reason for the visit 
Treatments Received Doctors' Business Card (if 
available) 

What Medications are you taking? 

Medicine Dosage Prescribing Doctor 

NOTE: If available, you may bring in your medicine bottles so we can 
extract the needed information. 



SPM 6-3.11 ATTACHMENT 4B 

I 

what Medical Tests Have You Had? 

Test Date of Test Doctor Ordering Test 

Questions about Your Work Elistory 

If you have worked in the past 15 years you will need to describe all types of 
work that you have done, the tyde of business, dates worked, hours per day, 
days per week, and rate of pay. We do not need to know all the employers 
for whom you have worked only the types of jobs that you have had. For 
example, if you did the same job for multiple employers, you would only list 
the job once. 

If you prefer, you can complete the disability report prior to your scheduled 
appointment via the Internet at www.ssa.gov/adultdisabilityreport/ . 



SOCIAL SECURITY ADMINISTRATION 
SF'M6-3.11 ATTA-5 Page 1 o f 4  

TOE 710 

REQUEST FOR RECONSIDERATION -;or write m rhls spacd 

The information on this form is authortzed by regulation ( 2 0  CFR 404.907 - 404 .921  and 
4 1  6.1407 - 4 1  6.1421)  and Public Law 106-169  (sectton 809(a)(l) of section 25 1 (a)). While your 
response to these auestlons IS voluntary, the Soctal Security Admlnlstratlon cannot reconsider the 
dedtston on this claim unless the inforrnatlon IS furnished. 
NAME OF CLAIMANT INAME OF WAGE EARNER OR SELF-EMPLOYED 

I I 
- - . - -. . . . . . . . . . . 1 PERSON (If alflerentfrom c h m . )  I 

SOCIAL SECURITY CLAIM NUMBER 

1 I 

CLAIM FOR (Specijj type, e g., refiremen?, Isabihty, hospital mnsurance, SSI, m, etc.) 

SUPPLEMENTAL SECURITY INCOME (SSI) OR SPECIAL 
VETERANS BENEFITS (SVB) CLAIM NUMBER 

SPOUSE'S NAME (Complete ONLY in SSI cases) 

I do not agree with the determination made on the above claim and request reconstderatton. My reasons are: 

SPOUSE'S SOCIAL SECURITY NUMBER 
(Cbmplete ONLY in SSI cases) 

SUPPLEMENTAL SECURITY INCOME OR SPECIAL VETERANS BENEFITS RECONSIDERATION ONLY 
(See reverse of claimant's copy) 

"I want to appeal your deciston about my claim for supplemental security income (SSI) or special veterans benef~ts 
(SVB). I've read the back of this form about the three ways to appeal. I've checked the box below." 

m Case Review Informal Conference Formal Conference 

EITHER THE CLAIMANT OR REPRESENTATIVE SHOULD SIGN - ENTER ADDRESSES FOR BOTH 
SIGNATURE OR NAME OF CLAIMANT'S REPRESENTATIVE ICLAIMANT SIGNATURE 

NON- 
ATTORNEY I 
ATTORNEY I 

STREET ADDRESS 

TELEPHONE NUMBER (Inclrrdr area code) 1 DATE  TELEPHONE NUMBER (~nciuie area co&) I DATE 

STREET ADDRESS 

I 

CITY 

I I I 
TO BE COMPLETED BY SOCIAL SECURITY ADMINISTRATION 

See reverse of claim folder copy for list of initial determinations 

[3 NO FURTHER DEVELOPMENT REQUIRED (GN 031 02.125) I 

CITY 

1. HAS INITIAL DETERMINATION 
YES C] NO BEEN MADE? 

3. IS THIS REQUEST FILED TIMELY? 
(If "NO", attach claimMt's explanahon for &lay and attach only pertlnent letter, material, or 

YES C] NO 

lnformation in social secunty oflce.) 

REQUIRED DEVELOPMENT ATTACHED I 

STATE 

2. CLAIMANT INSISTS 
ON FILING 0 YES NO 

RETIREMENT AND SURVIVORS RECONSIDERATIONS ONLY (CHECK ONE) REFER TO (GN 03102.125) 

REQUIRED DEVELOPMENT PENDING, WILL FORWARD OR ADVISE STATUS 
WITHIN 30 DAYS 

ROUTING 
: DISABILITY DETERMINATION PROGRAM SERVICE CENTER DISTRICT OFFICE 

INSTRUCTIONS I SERVICES (ROUTE WITH RECONSIDERATION 
DISABILITY FOLDER) 010, BALTIMORE 

CENTRAL PROCESSING 
lCHECKDNEL_ ODO, BALTIMORE [7 OEO, BALTIMORE 

ZIP CODE STATE 

SOCIAL SECURITY OFFICE 
ADDRESS 

NO= TAKE OR MAIL COMPLETED COPIES TO YOUR SOCIAL SECURITY OFFICE 
Form SSA-56142 (02-2001 ) EF (01-2002) 
Destroy Pnor Edtt~ons 

CLAIMS FOLDER 

ZIP CODE 
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~MINISTRATIVE ACTIONS THAT ARE'- DETERMINATI~N~ 

(See GN03101.070, GN03101 .OSO, and SI04010.010) 

NOTE: These lists cover the vast majority of 
administrative actions that are initial 
detemnatlons. However, they are 
not all inclusive. 

Title I1 

1. Entttlement or continuing entitlement to 
benefits; 

2 Reentitlement to benefits; 
3. The amount of benefit; 
4. A recomputation of benefit; 
5. A reduction in disability benefits because 

benefits under a worker's compensation 
law were also received; 

6. A deduction from benefits on account of 
work; 

7. A deduction from disability benefits 
because of claimant's refusal to accept 
rehabilitation servtces; 

8. Termination of benefits; 
9. Penalty deductions imposed because of failure 

to report certain events; 
10. Any overpayment or underpayment of 

benefits ; 
11. Whether an overpayment of benefits must be 

repaid; 
12. How an underpayment of benefits due a 

deceased person will be paid; 
1 3. The establishment or termination of a period of 

disability; 

Title XVI 

Eligibility for, or the amount of, Suppie- 
mental Security Income benefits; 
Suspension, reduction, or termination of 
Supplemental Security Income benefits; 
Whether an overpayment of benefits must be 
repaid; 
Whether payments will be made, on 
claimant's behalf to a representative 
payee, unless the claimant is under age 18, 
legally incompetent, or determined to be a 
drug addict or alcoholic; 
Who will act as payee if we determine that 
representative payment will be made; 
Imposing penalties for failing to report 
important information; 
Drug addiction or alcoholism; 
Whether claimant is eligible for special SSI 
cash benefits; 
Whether claimant is eligible for special SSI 
eligibility status; 
Claimant's disability; and 
Whether completion of or continuation for a 
specified period of time in an appropriate 
vocational rehabilitation program will 
significantly increase the likelihood that 
claimant will not have to return to the 
disability benefit rolls and thus, whether 
claimant's benefits may be continued even 
though he or she is not disabled. 

14. A reviston of an earnings record; 
15. Whether the payment of benefits will be MYE: Every redetermination which gives an 

on the claimant's behalf to a representative individual the right of further review 
payee, unless the clamant is under age 18 or constitutes an inihal determination. 
legally incompetent; 

16. Who will act as the payee if we determine that Title VIII (See VB 02501 -035) 

representative will be made; 
17. An offset of benefits because the claimant 

previously received Supplemental Security 
Income payments for the same period; 

1 8. Whether completion of or continuation for a 
specified period of time in an appropriate 
vocational rehabilitation program will 
significantly increase the likelihood that the 
clalmant will not have to return to the disability 
benefit rolls and thus, whether the claimant's 
benefits may be continued even though the 
claimant is not disabled; 
and 

19. Nonpayment of benefits because of claimant's 
confinement in a jail, prison, or other penal 
instttution or correchonal facility for 
conviction of a felony. 

Form SSA-561-U2 (02-2001) EF (01-2002) 
Destroy Pnor Ed~t~ons 

1. Meeting or failing to meet the qualifying 
andlor entitlement factors for special 
veterans benefits (SVB); 

2. Reduction, suspension or termination of SVB 
Payments; 

3. Applicability of a disqualifying event prior to 
SVB entitlement; 

4. Adminstrative actions in SVB cases similar 
to those listed under title 11--items 3, 4, 10, 
11 & 16. 

Title XVIII 

1. Entitlement to hospital insurance benefits and 
to enrollment for supplementary medical 
insurance benefits; 

2. Disallowance (including denial of applica- 
tion for H I '  and denial of application for 
enrollment for SMIB); 

3. Termination of benefits (including termina- 
tion of entitlement to HI and SMI). 



. -_ SOCIAL SECURITY ADMINISTRATION 

REQUEST FOR RECONSIDERATION 
- The lnformat~on on this form IS authorized by regulation (20 CFR 404.907 - 404.921 and 41 6.1407 

- 41 6.1421) and Publlc Law 106- 169 (section 809(a)( 1) of sectlon 25 1 (all. Wh~le your response to 
+hese questtons 1s voluntary, the Soclal Securlty Admlnlstration cannot reconsider the declslon on 

IS clalm unless the lnformatlon 1s furn~shed. 
.AME OF CLAIMANT 

SOCIAL SECURITY CLAIM NUMBER 

I I 

CLAIM FOR (Specify type, e.g., rehrement, drsabrlrfy, hospital insurance, SSI, m, etc.) 

NAME OF WAGE EARNER OR SELF-EMPLOYED 
PERSON (ifdiflerentfrom cia~mant.) 

SUPPLEMENTAL SECURITY INCOME (SSI) OR SPECIAL 
VETERANS BENEFITS (SVB) CLAIM NUMBER 

SPOUSE'S NAME (Complete ONLY In SSI cases) 

I do not agree wlth the determlnatlon made on the above clalm and request reconsideratlon. My reasons are: 

SPOUSE'S SOCIAL SECURITY NUMBER 
(Complete 0M.Y rn SSI cases) 

SUPPLEMENTAL SECURITY INCOME OR SPECIAL VETERANS BENEFITS RECONSIDERATION ONLY 
(See reverse of clarmant 's copy) 

"I want to appeal your declslon about my clalm for supplemental security Income (SSI) or special veterans beneflts 
(SVB). I've read the back of this form about the three ways to appeal. I've checked the box below." 

C] Case Review Informal Conference Formal Conference 

EITHER THE CLAIMANT OR REPRESENTATIVE SHOULD SIGN - ENTER ADDRESSES FOR BOTH 
'GNATURE OR NAME OF CLAIMANT'S REPRESENTATIVE ICLAIMANT SIGNATURE 

ATTORNEY 

C] ATTORNEY I 
STREET ADDRESS  STREET ADDRESS 

TELEPHONE NUMBER (include area code) 1 DATE 
JTELEPHONE NUMBER (include area cocie) I DATE 

I 

I 

TO BE COMPLETED BY SOCIAL SECURITY ADMINISTRATION 
See reverse of clatm folder copy for list of ~nitlal determtnatlons 

1. HAS INITIAL DETERMINATION 2. CLAIMANT INSISTS 
BEEN MADE? YES I ON FILING YES NO 
- - -  

3. IS THIS REQUEST FILED TIMELY', 
(if "NO', attach claimant's explanation for delay and ortach only pertinent letter, material, or 

YES NO 

CITY 

mnformatlon rn social security oflce ) 

CITY STATE 

NO FURTHER DEVELOPMENT REQUIRED (GN 03102.125) 

ZIP CODE STATE 

RETIREMENT AND SURVIVORS RECONSIDERATIONS ONLY (CHECK ONE) REFER TO (GN 03102.125) 

REQUIRED DEVELOPMENT ATTACHED 

ZIP CODE 

SOCIAL SECURITY OFFICE 
ADDRESS 

REQUIRED DEVELOPMENT PENDING, WILL FORWARD OR ADVISE STATUS 
WITHIN 3 0  DAYS 

3UTING 
: DISABILITY DETERMINATION PROGRAM SERVICE CENTER DISTRICT OFFICE 

JSTRUCTIONS : SERVICES (ROUTE WITH RECONSIDERATION 
I DISABILITY FOLDER) 0 010, BALTIMORE 

(CHECK ONE) CENTRAL PROCESSING I 0 ODO, BALTIMORE -I OEO BALTIMORE SITE ,SVB, 

NOTE: TAKE OR MAIL COMPLETED COPIES TO YOUR SOCIAL SECURITY OFFICE 
Form SSA-56142 (02-2001) EF (01-2002) 
Destroy Pnor Editions 

CLAIMANT'S COPY 
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HOW TO APPEAL YOUR SUPPLEMENTAL SECURITY INCOME (SSI) 
OR SPECIAL VETERANS BENEFIT (SVB) DECISION 

There are three different ways to appeal. You can pick the appeal that fits your case. The 
person who gave you this forrn can tell how these appeals work. You can have a lawyer, 
friend, or someone else help you with your appeal. 

Here are the three ways to appeal: 

1. CASE REVIEW: 
You can give us more facts to add to your file. Then we'll decide your case again. You 
don't meet with the person who decides your case. 

You can pick this kind of appeal in all cases. 

2. INFORMAL CONFERENCE: 
You'll meet with the person who will decide your case. You can tell that person why you 
think you're right. You can give us more facts to help prove you're right. You can bring 
other people to help explain your case. 

You can pick this kind of appeal in all SSI cases except two. You can't have it if we turned 
down your SSI application for medical reasons or because you're not blind. Also you can't 
have it if we're giving you SSI but you disagree with the date we said you became blind or 
disabled. In SVB cases, you can pick this kind of appeal only if we're stopping or lowering 
your SVB payment. 

3. FORMAL CONFERENCE: 

This is a meeting like an informal conference. Plus, we can make people come to help 
prove you're right. We can do this even if they don't want to help you. You can question 
these people at your meeting. 

You can pick this kind of appeal only if we're stopping or lowering your SSI or SVB 
payment. You can't get it in any other case. 

Now you know the three kinds of appeals. You can pick the one that fits your case. Then fill 
out the front of this form. We'll help you fill it out. 

There are groups that can help you with your appeal. Some can give you a free lawyer. We 
can give you the names of these groups. 

NOTE: DON'T FILL OUT THIS FORM IF WE SAID WE'LL STOP YOUR SSI 
DISABILITY CHECK FOR MEDICAL REASONS OR BECAUSE YOU'RE NO 
LONGER BLIND. WE'LL GIVE YOU THE RIGHT FORM (HA-501-U5) FOR 
YOUR APPEAL. 
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Form Approved 
OMB NO. 0960-0144 

RECONSIDERATION DISABILITY REPORT 

For SSA Use Only - Do NOT Complete This Item. 

PLEASE PRINT, TYPE OR WRITE CLEARLY AND ANSWER ALL ITEMS TO THE BEST OF YOUR ABILITY. If you are ftling on 
behalf of someone else, answer all questions. COMPLETE ANSWERS WILL AID IN PROCESSING THE CLAIM. 

Name of Wage Earner 

Name of Claimant 

PRIVACY ACT: The Soc~al Secunty Admlnistrat~on 1s authorized to collect the lnformat~on on thls form under secttons 20518). 223(d) and 
1633(a) of the Soc~al Secunty Act. The inforrnatlon on this form IS needed by Social Secunty to make a dec~s~on on your clam While 
glvlng us the lnformatlon on thls form is voluntary, failure to prov~de all or pan of the requested informat~on could prevent an accurate or 
timely declslon on your clalm and could result in the loss of benefds. Although the ~nformat~on you furnish on this form is almost never 
used for any purpose other than making a detennlnatlon on your drssbrlity claim, such informat~on may be d~sclosed by the Soc~al Secur~ty 
Admfnlstrat~on as follows: (1) To enable a third party or agency to asslst Social Securlty In establ~shtng nghts to Soc~al Security beneftts 
andlor coverage; (2) to comply with Federal laws requiring the release of informat~on from Soc~al Security records (e.g., the General 
Accounting Office and the Veterans Adm~nistratton); (3) to facllttate statlstlcal research and audit actwdles necessary to assure the 
lntegmy and Improvement of the Social Securrty programs f0.g.. to the Bureau of the Census and pnvate concerns under contract to Soc~al 
Secunty). These and other reasons why information about you may be used or glven out are expla~ned in the Fedud Register. If you would 
like more informat~on about thm, any Social Security offlce can asslst you. 

Social Security Number 

Soclal Security Number 

Date Claim Filed I I 

Type of Claim: 

Title II - Freeze DIE DWB CDB T i l e  XVI - 0 Disabil~ty B l~nd Child 

I I 
PART I - INFORMATION ABOUT YOUR CONDmON 

1. Has there been any change (for better or worse) in your illness or injury since you filed 
your claim? ...................................................................................................... yes No 
If "Yes," describe any changes n your symptoms. 

2. Describe any physical or mental limitations you have as a result of your condition since you filed your cla~m. 

3. Have any restncttons been placed on you by a physician slnce you filed your claim? ......... Yes 
I f  "Yes," glve name, address, and telephone number of the physician and show what 
kinds of restrictions have been imposed. 

4. Do you have any add~tional illness or injury that you feel we  should know about? 0 yes 
If "Yes," describe the k ~ n d  of illness or injury and the date that it occurred. 

No 

Form SSA-3441-F6 (2-88) EF (3-99) 
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PART II - INFORMATION ABOUT YOUR MEDICAL RECORDS 

AREA CODE AND TELEPHONE NUMBER 

................................................ 5. Have you seen any physlclan slnce you filed your claim? 
If "Yes," prov~de the following about the physician you last vaited: 

yes O NO 

NAME 

TYPE OF TREATMENT RECEIVED (Induds dnrgs, surgery, tacrtl 

ADDRESS IlnEkrds ZIP Coda) 

HOW OFTEN DO YOU SEE THIS PHYSICIAN? DATE YOU SAW THIS PHYSICIAN 

AREA CODE AND TELEPHONE NUMBER 

.......................................... 6. Have you seen any other physlclan since you filed your claim? 
If "Yes," show the following: 

yes No 

NAME 

TYPE OF TREATMENT RECEIVED Ilnclude drugs, surgery, tests) 

ADDRESS Ilndu& ZIP Corkl 

HOW OFTEN DO YOU SEE THIS PHYSICIAN? 

If you have seen other physlc~ans slnce you flled your clatm, list thew names, addresses, dates and reasons for vtstts In Part V 

7. Have you been hospitalized, or treated at a clinic or confined in a nursing home or extended 
care facility for your illness or ~njury slnce you filed your clam? ....................................... yes NO 

DATE YOU SAW M I S  PHYSICIAN 

REASONS FOR VISITS 

PATIENT OR CLINIC NUMBER 

- - 
If "Yes,' show the following: 

I 
WERE YOU AN INPATIENT? I S ~ R Y O ~  at /east owmgt~t)  IDATES OF ADMISSIONS AND DISCHARGES 

NAME OF FACILITY ADDRESS OF AGENCY Ilnclu& UP Code) 

TYPE OF TREATMENT RECEIVED Ilnclude drugs, surpsry, tests) 

yes No IF =YES,- SHOW - 
WERE YOU AN OUTPATIENT? 

yes U No IF -YES,' SHOW - 
If you have been In other hosprtals, cl~ncs, nursing homes, or extended care facilities for your illness or injury, list the 

DATES OF VISITS 

names, addresss, patlent or cllnlc number, dates and reasons for hospitalizatton, cl~nic vis~ts, or confinement- In Part V. 

REASON FOR HOSPITALIZATION, CLINIC VISITS, OR CONFINEMENT 

YOUR CLAIM NUMBER 

........................................ 8. Have you been seen by other agencies for your injury or illness? Yes NO 
(VA, Workmen's Compensation, Vocational Rehabilitation, Welfare, Special Schools, Unions, etc.) 
If "Yes," show the followtng: 

NAME OF AGENCY 

I 

TYPE OF TREATMENT OR EXAMINATION RECEIVED (Include drugs, surgery, tests) 

ADDRESS OF AGENCY Ilnclude ZIP Code) 

I 

If more space IS needed, ltst the other agencles, thew addresses. your clalm numbers, dates, and treatment received In Part V 
Enrm Pea ? A A ~  cc r* m a t  tt r r ,  n n r  

DATES OF VISITS NAME OF COUNSELOR, SOCIAL WORKER, ETC. 
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PART 111 - INFORMATION ABOUT WORK 

9. Have you worked slnce you filed your claim? ............................................................ yes 0 NO 

If "Yes," you will be asked to gtve detatls on a separate form. 

PART IV - INFORMATION ABOUT YOUR ACTIVITIES 

10. How does your illness or injury affect your abil~ty to care for your personal needs? 

1 1. What changes have occurred in your daily activittes slnce you filed your claim? 
Ilf none, show, "None") 

PART V - REMARKS AND AUTHORIZATIONS 
- -  - - 

12,(a) READ CAREFULLY: I authorize the Social Security Adm~ntstratton to release informatton from my records, as 
necessary to process my claim, as follows: 

I 
Copies of my medtcal records may be furnished to a physician or a medical institutton for background 
tnformation if it is necessary for me to have a medical examinatlon by that physic~an or medical instttution. 
The results of any such examinat~on may be given to my personal physician. 

Information from my records may also be furntshed, if necessary, to any company prov~ding clerical and 
administrattve services for the purposes of transcribing. typing, copylng or otherwise cler~cally servicing 
such information. The State Vocat~onal Rehabilitation Agency may also have access to information in my 
records to determ~ne my eligibility for rehabilitat~ve servtces. 

I understand and concur with the statement and authorizations gtven above, except as follows (If there are no 
exceptions, write "None" in the space below. If you do not concur wtth any part of the above statement, 
state your objections clearly): 

12.(b) Telephone number where you can be reached: Best time to reach you: 
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12.(b) Use this section t o  continue Information required by prior sections. Identify the section for which the 
nforrnation is provided. Note: This section may also be used for any speclal or additional information whch  
you wish t o  be recorded. 

We may also use the lnformatlon you glve us when we match records by computer. Matching programs compare our records wlth those of 
other Federal, State, or local government agencies. Many agencies may use matchlng programs to find or prove that a person qualifies for 
benefits pa~d by the Federal government. The law allows us to do thls even ~f you do not agree to rt. 

Explanations about these and other reasons why lnformatlon you provide us may be used or given out are available in Soc~al Secur~ty 
off~ces. If you want to leam more about ths, contact any Social Secunty offae. 

The Papewwork R.ducbian Act of 1995 requlres us to notify you that thls lnformatmn collection is in accordance with the clearance 
requirements of section 3507 of the Paper Reduction Act of 1995. We may not conduct or sponsor, and you are not requlred to respond 
to, a collect~on of lnformat~on unless it displays a valid OMB control number. We estimate that lt will take you about 30 mlnutes to 
complete this form. Thls Includes the tlme it will take to read the Instructions, gather the necessaw facts and fill out the form. 

Knowing that anyone making a false statement or representation of a material fact for use in determining a right t o  payment 
under the Social Security Act commits a crime punishable under Federal law, I certify that the above statements are true. 

NAME (SIGNATURE OF CLAIMANT OR PERSON FILING O N  THE CLAIMANT'S BEHALF) 

Witnesses are required ONLY if this statement has been signed b y  mark ( X I  above. If signed b y  mark (X), t w o  
witnesses . . t o  the signing w h o  k n o w  t he  person making the  statement must sign below, giv ing thew full 

. Signature o f  W ~ t n e s s  

I 

For SSA-3441-F6 (2-88) EF (3-99) 4 

2. Signature of Witness 

Address (Number and street, city, state, and ZIP code) Address !Number and street, city, state, and ZIP code) 
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PART VI - FOR SSA USE ONLY - DO NOT WRITE BELOW THIS LINE 

I 

13. Check each item to Indicate whether or not any diff~culty was observed: 
(Explaln all Items checked "Yes," n Item 14 below) 

le of Wage Earner 

Name of Claimant 

Readmg : yes q NO Using Hands: yes NO 

Writ~ng: 0 yes ONO Breath~ng : q Yes No 

Answering: yes NO Seeing: yes NO 

Hearing: D y e s  NO Walking: q yes NO 

Speaking: D y e s  q NO Sttt~ng: yes NO 

Understanding: Yes No Asststive Dev~ces: Yes No 

Soc~al Secur~ty Number 

Social Securtty Number 

Other (Specify): 

. If any of the above items were checked "Yes," descrlbe the observed diff~culty: 

15. Describe fully: General appearance, behavior, any unusual observed diffcult~es not noted elsewhere, any unusual 
circumstances surrounding the interviews. 

Form SSA-3441-F6 (2-881 EF (3-99) 5 
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.................................................................................... 16. Claimant requires assistance Y ~ S  

If "Yes," show name, address, phone number, and relationship of interested person. 
No 

Also show why claimant requires assistance (foreign-speaking, unable to ambulate, etc.) 

1 7. Capability development appears needed .................................................................... O v e s  NO 
If "Yes," indicate whether DO will undertake development because it is also developing 
medical evidence from a special arrangement source. (Show name and address of source.) 

-- ~ -~ 

.............................................................. 18. Is development of work activity necessary? 0 Yes NO 

If "Yes," is an SSA-821 or SSA-82044 upending In File 

19. SSA-3441 Taken BY: 
Personal Interview - 

[7 DOIBO Home Other 
Telephone 

Mail 

Signature of Interviewer or Reviewer T i le  DO, 80, or TSC Date 
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San Bernardino County Department of Behavioral Health 

REFERRALS TO SSI ADVOCATE ATTORNEY 
(For referrals to Inland Counties Legal Service) 

I I 
TO- Inland Counties Legal Services 

I I San Bernnrdino Ofi ice U Rancho Cucnmongn Oflice 
71 5 North Arrowhead, Ste 1 13 10601 CIVIC Center Dr~ve Ste 260 
San Bemard~no, CA 92401 Rancho Cucarnonga, CA 91 730 
Phone (909) 884-861 5, ext 5 10 Phone (909) 980-0982 
Fax (909) 884-8281 Fax (909) 980-4871 
I I Vlctorville Oflice 
14 1 06 Amargosa Road, Ste K 
V~ctorv~lle, CA 92392 
Phone (760) 24 1-7073, ext 71 0 
Fax (760) 24 1 -2 1 1 1 

DBH SSI LIAISON 
Department of Behaworal Health 
939 North D Street 
San Bemardmo, CA 
(909) 388-43 13 
(909) 388-43 12 

I 

Section 1 : CLIENT INFORMATION 

Client Name 
Last Name Flrst M I  

Client SSN - - -- -- DOB-- -- -- 
Mo Day Yr 

Phone (--A --- ---- DBH Case #. 

check if "message" only 

I Address 
Street 

I City State ZIP Code 

Section 2: SSl STATUS 

SSI  Application Date 
Reconsideration has been denied, Reconsideration Denlal Letter Attached (REQUIRED). 
Other 

Section 3: CLIENT DECLARATION 

I understand San Bernardino County Department of Behavioral Health and Inland Counties 
(Inrtral) Legal Services are working cooperatively on my behalf to obtain Social Security benefits, 

specifically, SSVSSP. 

I authorize the Department of Behavioral Health andlor Inland Counties Legal Services, contractor 
(Inrtral) with San Bernardino County for SSI Advocacy, to release any necessary information between one 

another and with social Security Administration as it relates to my mental health status for the 
purpose of obtaining Social Security SSllSSP benefits. 

I Client Signature (Initial Lines Above Also) Date 

( ) 
DBH Case Manager Name Phone 

Section 4: SSI ADVOCACY ATTORNEY 
Complete this sect~on and return canary and pink copies to DBH SSI L~alson 

ln~t~al Appo~ntrnentlConference Completed 
Date 

Comments: 

I Attorney Signature Date 

Ong~nal - 
Conmct Attorney 
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AUTHORIZATION FOR REIMBURSEMENT OF 
INTERIM ASSISTANCE GRANTED PENDiNG 
SSIISSP ELIGIBILITY DETERMINATION 

I understaid that the m b l a  assistance oaKl to me, or on my behah. by 1s cons~dered 
imertm assistance tf n 1s oald durlqg :he period of trme that my supplemental securay Income :SSl\/staie supplementorv paymen1 (SSP) el~glo~llt) 
is bewg determined (Asslstznce flnanced wholly or partly wdh Federal funds shall wl be mns~dered cntermm asslsfance ) 

In wns~deranotl of such lntenn asslstarice pald to me, ov on my behalf, I. . author~ze the 
Secretary of the Unlled States Department of Healih and Humari Services, through the Scic~al Security Aamlnlstratlon (SSA) to send the i~rst  
payrnent of any SSVSSP benefns ror whlct I may be detennlned ellgrbis. to the above Agency 

I authorize the aaove Agency to retan from that payment an amount equal to the sum cf public asslstance payments the above agency and 
, other Caldom~a lnterlm zsslstance agenaes pa~d to me, or on my behalf, to meet my basic needs both before and aaer the date d tbis 

arrthonzatwn. but llmlted to the p e n d  my SSllSSP ellg~bllrty determlnatlon was penalng. 

fl lnlt~al beglnnlng wflh tne month tor which I am found ellglde ror an SSVSSP payment a m  endlng wlth the month my SSVSSP 
payments begtn, 

or 

I3 post begmnmg wnn the month lor whlch my SSIESP payments ara reinstated aflsr a period of suspension or termination and 

Eligibikty endlng W h  the month my payments resume 

I understand that. affer making the above dedudon from my SSbSSP payment, the above agency shall pay to me the balance, 11 any, no laer 
then ten (10) worklng days from the day the abave Agency recenfes my payment trom SSA 

I understand that, I feel tnat the amount deducted rrom my SSlrJSP retmactlve payment is more than the amount of public asslstance pad to 
me. or on my behalf, bj the above Agenq, or 11 I feel the above Agency failed a, pay me the excess wdhin the ;en (10) day pertod. I have a r~ght 
to request a  fa^: hearlng from the State Department of Socral Services This request musi be filed wthln nlnety (90) days of tne date the aoave 
Agency notlfles me of the recerpt and disbursement of the payment 

I understand that lf I flle an ~nnlal clarm for SSIESP benef~ts at a Socla! Securny Mice w~thln 60 days of the cata the above Agenzy recelves thrs 
sgned form. my el~glbtllty for SSllSSP benefits can begin as early as tne date the above Agency recewes thls sgned form 

I understand that thls authorlzatton IS etredve from the date the above Agencv recelves thls sgned form and that 11 w~ll cease to have eflecl 

lnltlal at tha end at one (1) year from the date the above Agency recelves thas sgned torm, unless I flle for SSVSSP wnhln that tlme, 
Clem or one of the events listed bebw occurs eariler, ~n whch case the authonzatlon wlll cease to have effect as of the date of such 

event, 

O SSA makes an Inma1 payment or reinstates payment on my clam, 

SSA denles my claim and I do not fle a timely apoeal of that detennlnatlon, 

O The above Agency and I agree to tennlnate the authoruat~on 
or 
F 
U Post at the end of one (1) year from the oate the above Agency recolves this sgned form, or (d the end of the maxlmum 

Ebgibilny penod wnhln whch to request rewew of tne aetermlnatlon to suspend or tarrnrnate my SSVSSP payments, whldevar 
penod of tlme IS longer, unless I flle a timely rwuest ior review, or one ot the events l~sted above occurs earber. In 
whch case the authomar~on will cease to have effect as cf the date of such an erent 

BCINA7URE ff AP- M( DESLGNLTED RWRESE?JrATIVE cllnE1 J DATE 

I I I 

If rsc~p~ent slgns torm wdn a mark. thc s~gnature must have two wnnesses who pmvtde their stgnaturc, address, and tho date DelOW I 
I 

I --mBv / -Es6ED =* I 

STATE ilP CODE BTAE ZIP c m  I cm 

j i 
I 
i 

\ 
SOCIAL SECURT?' ADYNISTRATlON USE (Fo: rurnerouzd nfamziron ro tbs countv/siate apsncy! I - 

I - %IS form nas been 1;ansmmed to the SSA svstem 
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DBH PROCEDURE FOR REFERRAL TO SSI ADVOCATE 

Regina Owens wlll be the contact person that will track and forward the referrals to the SSI 
advocate. 

Regina's duties are: 

Keep department log to track referrals to SSI advocate. 
Contact SSI advocate to make sure a monthly status report is sent to our department. 
Contact Clinic Case Managers and clients when necessary to get additional 
information and to make sure of chents's whereabouts. (Some clients tend to move 
around frequently and we want to be able to stay in contact with them in order to 
further assist them in this matter). 
Keep SSI advocate informed of client's whereabouts or changes that may affect this 
process. 
Submit monthly status reports to Assistant Director, Program Managers and Clinic 
Supervisors. 
Maintain a filing system (keep copies of all referrals submitted along with copy of 
Reconsideration Denial Letter attached). 

Clinic Res~onsibilities: 

Assist clients in applying for SSI 
Make client signs a Release of Confidentiality Information, one Social Security 
Administration and another for Inland Counties Legal Services. 
Once client receives first letter of denial, assist client in filing a Letter of 
Reconsideration. 
Once the Letter of Recons~deration is denied, complete the DBH Referral to SSI 
advocate and submit it to Regina Owens (send to " D  Street clinic) 
Maintain a log of the referrals submitted to Regina. 
Do not have client contact Regina directly. She is out of the office frequently and this 
may frustrate the client. Regma will work closely with the Clinic Case Managers in 
answering their questions/concerns. Please-mail her 


